II.-LITERATURE. The first note of salivation in tabes which we have been able to discover is in Pierret's2 thesis of 1876. Six years later Putnam3 reported six cases of tabes with salivation. The salivation was usually associated with some other formi of crisis. One of the patients had occasional attacks during which the saliva " flowed like a fountain " for about fifteen minutes. In the case of another patient each attack of salivation lasted about seven hours. Then Pitres4 described a tabetic who had had gastric crises which disappeared after a few years. Some time afterward an intense salivation developed which resisted all treatment. It appeared suddenly in the morning soon after the patient arose, and lasted two to three hours; it was accompanied by a sense of heat in the upper part of the face and in the tongue. For a period of two weeks the salivation was continuous day and night. It finally ceased, but recurred two years later. There was no disturbance of taste, but the sense of smell was completely lost. In 1887 Fere5 described a tabetic with ocular and laryngeal crises who also exhibited paroxysmal attacks of salivation. A few years later Fere6 observed a taboparetic with epileptic attacks involving the right side of the face and the right arm, in whom each attack was preceded by abundant salivation. Mazataud7 was able to report four cases of salivation in tabes. His first patient exhibited a simple sialorrhcea. In the second patient the salivary crisis was announced by a feeling of nausea. The patient would then expectorate three or four large mouthfuls of saliva; with this he complained of a bitter taste in his mouth as well as of hallucinations of sight and hearing. Taste and smell were otherwise normal. The crisis lasted from one to three minutes only, but recurred once to five times a day. A third patient during attacks of gastric crises would experience a bitter taste in his mouth which was followed by sudden salivation lasting from one to two minutes, at the end of which time not only the salivation, but the gastric crisis as well' would cease. These attacks occurred ten times a day. The fourth, patient had continuous salivation day and night; with this ther, was neuralgia of the left side of the face. The salivation continued for over a year, paroxysms occurring during which there was a sudden. increase of secretion of saliva.
Klippel8 9 reports a case with autopsy findings. The .patient complained of a continuous bad taste in his mouth which he likened to the taste of decayed fish. He exhibited changes in sensibility of the 5th nerve, on the face and lips, anaesthesia, formication, and flushing of the cheeks. On autopsy the salivary glands were large and much congested. In the parotid gland there were areas of roundcell infiltration, and the cells of the glandular acini were increased in number and smaller than normal, with large nuclei. There was a catarrhal inflammation of the larger excretory ducts. In the submaxillary gland some of the acini appeared active and some inactive. He also found degenerative changes in the ganglia of Andersch and Gasser and in the 5th and 9th nerves. Klippel comments on the association of disorders of taste and smell, sensory disorders in the area of the trigeminal, tachyeardia, and salivation.
Andre&s'0 patient had salivary crises lasting from two to three hours in which the flow from the left side was greater than from the iright. The patient also had attacks of left-sided neuralgic pains in the face, as well as hypaesthesia of the left side of the face and tongue. Taste was normal.
Umber1' described a patient who experienced intensely disguisting tastes and smells. associated with a sensation of swelling in the neck and -throat and a feeling of swelling of the submaxillary glands, with profuse salivation. These symptoms always came at the end of the gastric crisis. In another of his cases the gastric crises were preceded by great salivation and a very bad taste in the mouth. In both of these cases the salivation was apparently secondary to the disturbance of taste.
Alexander'2 in 1911 described a tabetic who had attacks of burning in the mouth with salivation, as well as a bad taste. They never occurred at meals. Taste and smell were otherwise normal. The saliva was thin and watery.
III.-CASE REPORT. The following is a report of a case of syphilis of the nervous system with salivary crises, which we have studied at Montefiore Hospital.
The patient is a married man, 35 years of age, a furrier by occupation.
H-entered the hospital complaining of pain in the front of the upper left c(lest, of loss of weight, and of weakness. He has had no illnesses, with the exception of gonorrhoea at the age of 14 and a chancre at the age of 18.
H,e received antiluetic treatment for four weeks. He states that at this tiine he lost his hair in 'bunches'. Twenty months ago, while rising from bed one morning, he was suddenly seized with pain behind the suprasternal nrotch, which radiated to the upper part of the left chest. He describes the pain as in the chest and as a choking, pressing sensation. He then vomited three or four times. Several days later he became dizzy and fell to the floor. For the first four months these attacks of pain occurred about every three weeks. Gradually the intervals became shorter, and during the last nine months the attacks of pain and vomiting have occurred almost daily. Their duration is variable, but they usually last a whole morning, and sometimes extend over several days. The patient was first treated at a gastrointestinal clinic until a blood examination revealed a + + + + Wassermann. This test has been taken at several hospitals. At Bellevue it was + + + +, at Mt. Sinai + + + +, at Harlem +, and at Montefiore it has twice been negative. After the first Wassermann was reported + + + + he received fourteen doses of salvarsan and twenty mnercury injections, and the Wassermann became negative. However, his symptoms continued unabated. Three weeks after the treatment was instituted the patient began to complain of attacks of severe salivation lasting many hours. These have persisted, and at present occur almost daily. The salivation commences in the morninig and is followed by retching, vomiting, and pain in the upper chest. Food is rarelv seen in the vomitus. The Site of the Lesion.-All of these signs and symptoms are referable to involvement of the 7th, 9th, and 10th cranial nerves. If we assume that the involvement lies within the pons and medulla it is FiG . I.-Diagram of the visceral afferent and efferent connections in the medulla oblongata. The afferent roots and centres are indicated on the right side ; the efferent on the left. Visceral sensory fibres enter by the VII nerve (pars intermedia of Wrisberg, VII par8. it.) and by the IX and X nerves. These root-fibres include both general visceral sensory and gustatory fibres, all of which enter the fasciculuis solitarius. (Fibres of the IX and X nerves also enter the spinal V tract; but since these are sonmatic sensory fibres from the auricutlar branch they are not included in the diagram).
On the left side of the figure the general visceral efferent nuclei are indicated by small1 dots, anid the special visceral nuclei by large dots. The latter com'prise the mnotor V nucleus for the jaw muscles, the motor VII nucleus for the mu-scles related to possible to account for all the findings. Involvement of the dorsally placed visceral vagus nucleus (tachyeardia, vomiting, gastric hypersecretion), involvement of the adjacent sensory vagus nucleus (pain), of the fasciculus solitarius (taste), the nuclei salivatorii of Kohnstamm (salivation), and the glossopharyngeal and vagus nuclei (diminution of pharyngeal and absence of laryngeal reflexes), account for everything that the patient presents. It is possible that this group of symptoms and signs is produced by neuritis of the glossopharyngeal and vagus nerves. Without post-mortem examination it is impossible to be absolutely certain which of these hypotheses is correct. We incline to the idea that the process is central.
The nervous control of salivation by the autonomic originates in the nuclei of Kohnstamm which lie near the 7th and 9th nuclei. Kraus.) appear to be separate manifestations dependent upon a common cause rather than causally related to one another. There never was any abdominal pain or tenderness during the patient's attacks. However, pain behind the suprasternal notch has been present. In spite group.bmj.com on August 19, 2017 -Published by http://jnnp.bmj.com/ Downloaded from of this fact, a rise of blood-pressure had not existed (luring all the attacks of pain, emphasizing the lack of any relationship. The cases reported in the literature incluide many of the signs and symptoms which we have (lescribed. In addition, associated involvement of the 5th nerve has been reported several times.
V.-CONCLUSIONS. 1. Crises occuIr in patients with syphilis of the nervous svstem wlho do not presenit the picture of tabes dorsalis.
